SUMMARY Of all the patients attending a department of genitourinary medicine during a 10-month period, about 27o (1 out of 50) presented with haematuria, or haematuria was discovered on initial examination. In about 25% of cases, the haematuria was due to Escherichia coli infection of the lower genitourinary tract. Gonococcal infection was the next commonest cause; one patient with gonorrhoea presented with frank urethral bleeding. In the remaining patients other causes of haematuria, which included renal cyst, carcinoma of the ureter, bilharziasis, and IgA disease, required more extensive investigations and follow up.
Introduction
The spectrum of disease in a department of genitourinary medicine covers infective and noninfective disorders. Since these departments were for the most part established for the clinical investigation of infectious disease, it is of interest to report the incidence of haematuria which occurred in patients attending over a 10-month period. None of these patients had been investigated elsewhere. This paper describes the type of presentation and the investigations undertaken in 12 such cases.
Methods
The basic investigations which were carried out in each case were: urethral smear (for Gram staining and microscopy); urethral culture (for detection of gonococci and anaerobic bacteria); mid-stream urine analysis (for detection of casts, leucocytes, red blood cells, protein, and glucose) and culture for microorganisms; centrifuged deposit of urine (for Gram staining and culture). The following investigations were done in some cases, if indicated: intravenous urography (IVU), urethroscopy, serum biochemical analysis, and ASO titre. In special cases, urine was examined for tubercle bacilli or Bilharzia. 
Discussion
The manifold causes of haematuria are well known (Hart, 1973; Lytton, 1977; Higgins, 1978) . Lee and Davis (1953) found that most of the 1000 cases of haematuria investigated by them could be classified under six common causes (in descending order of frequency): cystitis, tumour of the bladder, benign hypertrophy of the prostate, chronic prostatitis, essential (of doubtful aetiology) haematuria, and calculus of the ureter. According to Boyd (1977) three common causes-namely, renal and urothelial malignancy, infection, and calculus disease-together accounted for most diagnoses while most of the remaining cases of haematuria were due to glomerulonephritis, renal cystic disease, trauma, infarction, and embolism. Lytton (1977) states that in his experience 'the commonest cause of haematuria is acute cystitis'.
It is of interest that out of the many female patients attending this department with E.coli infection of the lower genitouriuary tract during the period of the present study none presented with haematuria whereas over three-quarters of the male patients with E.coli infection did have haematuria. Where blood was found in the urine of female patients, in almost every case it was due to contamination (for example, menstruation). In one female patient, however, who presented with vaginal discharge and haematuria the latter was due to urethral gonorrhoea.
The case of bilharziasis reported above is a reminder that, especially in these days of increased travel, such conditions need to be considered as possible causes of haematuria.
